Abstract:
Introduction
• The Harlem Regional Stroke Program was instituted on January 1, 1971 . This program is funded by the New York Metropolitan Regional Medical Program and is administrated by the Columbia University of New York in association with the New York City Health and Hospitals Corporation. It is centered at Harlem Hospital and is aimed at the prevention of stroke and the detection, treatment and rehabilitation of stroke victims.
The program offers a unique opportunity for studying the epidemiology of stroke in an urban black population, as 94% of the population served by Harlem Hospital Center is black. Admissions of stroke patients closely reflect this racial proportion.
Due to the treatment-oriented nature of the program, children with strokes (mainly sickle cell anemia sufferers) and adults with aneurysms or arteriovenous malformations were excluded from the program. These categories were treated by the pediatric and neurosurgical services, respectively.
Material
During the first year of the program, January 1 to December 31, 1971, a total of 395 patients admitted to Harlem Hospital were examined by the stroke neurologists. Of these, 328 were found to have suffered an acute stroke, either leading to their hospitalization, or occurring while hospitalized for other causes. Sixtyseven were excluded from the study as their stroke-like symptoms were found to have other causes, focal seizures with Todd's phenomena being the most common differential diagnosis (table 1) .
On September 1, 1972, all but one of the 328 patients enrolled in the program during 1971 had been discharged from the hospital. Of these, 114 (34.8%) had expired while in the hospital, 175 (53.4%) had been discharged home, and 38 (11.6%) had been transferred to other institutions ( considerably less than that found in the so-called high stroke-death rate area in the Southeast.
Sex
Of the patients, 55% were women and 45% were men. However, when the composition of the local population with its preponderance of elderly women is considered, the proportional incidence of stroke is found to be 60% men versus 40% women. This corresponds well with the sex distribution found in most other studies. 
Types
It was found that nonhemorrhagic strokes were much more common than hemorrhagic strokes by a 5:1 ratio (table 3) . However, the mortality of hemorrhagic strokes is much higher (77% ) than for nonhemorrhagic strokes (26%).
This incidence of hemorrhagic strokes corresponds reasonably well with, although it is slightly higher than, that found in other areas.
1 ' 4 TIAs were observed in only three cases. This very low incidence may reflect reluctance of the population to seek medical help for "only" short-lasting neurological deficit. However, it is of interest that Heyman et al. in the Joint Study of Extracranial Disease 6 also have noted a relatively low incidence of TIA, coupled with a relatively high incidence of intracranial vascular disease, in blacks. The core area, therefore, was used as a basis for studying the incidence of stroke. The age-sex-specific stroke hospitalization rates for men and women for the core area are shown in table 4. It is noted that below age 54 the rate for women is higher than for men, but that above age 54 the rate for men is slightly higher than that for women. The overall rates are very similar for men and for women (218 and 205 per 100,000).
Incidence

Evaluation of the incidence in the population is
In comparing the age-specific rates with those found in other studies, it is noted that the Harlem rates are comparable to, although higher in the younger age groups than, those found by Kuller et al. in that "high stroke death rate area," 1 but higher than the incidence for ages 35 to 74 found in the studies of stroke in Middlesex County, 6 mid-Missouri, 7 Framingham, 8 and Rochester, Minnesota. 4 Above the age of 74, however, there is no further increase in incidence which is in marked contrast to all the above-mentioned studies, as well as the FargoMoorhead study, 3 in all of which the rates rise steeply for this age group.
When compared with the only other two studies involving blacks, the mid-Missouri 7 and the Evans County 9 studies, we find a lower incidence in the Harlem area. However, both these studies were of rural and not urban populations and the samples were smaller.
The outcome of hospitalization of patients from the core area according to age is shown in table 5.
Starting with age 35 the case-fatality rate shows a general increase with age. However, it is noted that there is a constant rate of 30% for each of the tenyear age groups between 55 and 74. The cause of this plateau is unknown. There is no real difference between the age distribution of men and women.
There were three patients who were under 35 years of age, all of whom expired. This helps explain that the median age for fatal cases was the same as for nonfatal cases (65).
Associated Diseases
The incidence of associated diseases in our stroke patients was found to be very high (table 6). Only 19% of the survivors and 12% of the nonsurvivors had no other disease. In contrast, a little more than half of all patients were hypertensive, having a diastolic pressure of 100 or above, or a clear history of treated hypertension as indicator of this disease. Interestingly enough, hypertension did not affect the survival in contrast to a history of a previous stroke, heart disease, or diabetes mellitus, all of which had a strong adverse effect on survival.
